Introduction: Temporal Artery Biopsy (TAB) can aid in the diagnosis of giant cell arteritis (GCA). The British Society of Rheumatology (BSR) state that TABs should be at least 1cm in length. The American College of Rheumatology (ACR) suggest five criteria to diagnose GCA. A review of our TAB service was conducted to establish if our specimens were of adequate quality for diagnosis, and evaluate patients using the ACR criteria. Method: Clinical details and pathology for all patients undergoing TAB between November 2009 and June 2015 were reviewed. 157 patients were identified. Result: 148 (94.2%) biopsies met the BSR standard for length. 26 (16.6%) biopsies were positive for GCA. ACR data was recorded for 83 (52.9%) patients, with 51 (32.5%) meeting 3 or more criteria as required for a positive diagnosis. Conclusion: The TAB service at Chesterfield Royal Hospital satisfies the BSR guidelines in 94.2% of cases. Although 26 biopsies were positive for GCA, double this number could be diagnosed on ACR criteria, suggesting half of patients with a positive diagnosis could have a negative biopsy. This raises questions about both the accuracy of the ACR criteria, and the requirement for TAB in those with a positive diagnosis from other criteria. http://dx.
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0792: A REDUCTION IN LENGTH OF HOSPITAL STAY POST-ORTHOG-NATHIC SURGERY AFTER THE INTRODUCTION OF A FACE-COOLING MASK: A MOVE TOWARDS ENHANCED RECOVERY
A. Tahim * , S. Rumani, A. Igra, N. Ali. The Royal London Hospital, London, UK.
Introduction: Effective facial cooling in the early post-operative period is an important factor in improving pain, swelling and hospital length of stay (LOS) after orthognathic surgery. Our unit recently introduced an anatomically-fitted, water circulating lower facemask, applied immediately post-operatively and maintained continuously at 16 C, to replace the traditional bilateral application of icepacks. This study looks at its effect on post-operative LOS. Method: All patients who underwent orthognathic surgical procedures under a single surgeon between 2013 and 2015 were retrospectively identified. LOS before and after the introduction of the facemask was compared. Result: 59 patients underwent orthognathic procedures during the study period. 36% were male. Prior to use of the facemask mean LOS was 1.59 days. After its introduction this fell significantly to 1.18 days (p¼0.04). Conclusion: Post-operative LOS fell after introduction of the facemask cooling system. Although further work is warranted to explore the reasons behind these effects, it is encouraging to note the potential use of the facemask in future enhanced recovery protocols.
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